Patient safety culture is a comprehensive set of practices that focus on the prevention of medical errors and transparency in event reporting. Moreover, to ensure patient safety in healthcare institutions, creating an effective patient safety culture is extremely important. Therefore, the purpose of this study is threefold. First, it identifies the perceptions of patient safety culture among healthcare professionals at two different hospitals (one public and one private) in Istanbul, Turkey (n = 80). Second, using two different surveys (the Hospital Survey on Patient Safety Culture and the Socio-demographic Survey), it examines whether such perceptions differ according to the roles and socio-cultural variables of the healthcare professionals. Third, it determines the main factors that influence effective patient safety culture. In the evaluation of the data, the frequency, percentage, arithmetic mean, independent samples t-test, the one-way analysis of variance (ANOVA), and the Tukey HSD test were employed.
Patient safety culture plays an important role in terms of developing patient safety practices in healthcare organizations. In general, healthcare services differ from other sectors in three ways: 1) they are utilized at the same time that they are produced; 2) they are composed of high-risk processes; and 3) they are directly related to human life. For these reasons, such services must be well-designed, and any probable risks must be eliminated (Aydin, 2009, p. 58) .
Risk management in healthcare services mainly involves the concept of patient safety. According to the National Patient Safety Foundation, patient safety means the avoidance/mitigation of undesired results associated with healthcare services or prevention/reduction of errors that occur during healthcare services (http://www.npsf.org/). Although patient safety has recently occupied a wider space in the agenda of health professionals, the matter is not a new one. After a review of recent academic studies on patient safety, the following results were obtained. In 1964, Schimmel found that 20% of 240 patients at a university hospital were injured under care, and among this percentage of patients, 20% suffered serious and lethal injuries (Schimmel, 1964, p. 100) . Another study, based on the records of approximately 20,000 patients hospitalized in California, found that 4.5% of patients suffered untoward events, and 1% had suffered due to neglect (Mills, 1978, p. 360) . In 1981, Steel found that 36% of the patients at a training hospital were injured, with 25% of them sustaining life-threatening injuries. Among the latter cases, 50% involved the misadministration of medication (Berwick, 2006) . In 1989, Gopher defined that the mean rate of error per patient was 1.7 (Small & Barach, 2002) . In the Harvard Practice Study, 4% of patients at hospitals in New York suffered injuries under care. However, 69% of the cases were preventable in nature (Harvard Medical Study Group, 1990) . In a report published by the Institute of Medicine (IOM) in 2000, deaths due to medical errors in the U.S. were the fifth highest among the general causes of death. According to the IOM report, 44,000-98,000 individuals lose their lives every year due to medical errors, and the resulting costs of such errors range from US $17 billion to as high as US $29 billion (Center for Disease Control and Prevention [CDC], 2001).
Although First Do No Harm is the first and primary principle of healthcare service provision, the high number of medical errors continues to be presented in each subsequent study. In addition, it has been revealed that such errors can lead to many significant outcomes for patients and healthcare organizations, some of which are presented under the following statements (Sur & Palteki, 2013) At this point, the parts of patient safety that are under threat by healthcare professionals have emerged, and preventive policies and road maps have been created against them. However, the practice is still not at the desired level, even if the U.S. has pioneered the majority of these efforts (Sur & Palteki, 2013) . Therefore, the creation of patient safety culture in hospitals should remain a priority in the healthcare field.
With regard to the term "patient safety culture," safety is defined as the condition under which the legal order runs without disturbance in the public order and where individuals can live without fear (Türk Dil Kurumu, 2005, p. 817) . Meanwhile, culture includes numerous definitions in the literature. According to Kroeber, Kluckhohn, Untereiner, and Meyer (1952) , culture is one's way of thinking, feeling, and behaving that reveals unique structures of human groups, which are expressed in created and transmitted symbols. The basis of culture is constituted by traditional opinions (created and selected in the historical process), which are particularly attributable to them. In addition, cultural systems are the products of behavior and are, in contrast, the conditions of future behavior (Kroeber et al., 1952) . Common definitions of safety culture in the literature are given under the following statements:
• Safety culture stands on the contributions of every individual within an organization
• It is a concept that expresses the values shared by all members of an organization and all organizational groups • It is related to official safety problems in an organization • It evaluates the association between reward systems and safety performance • It affects the behaviors of members in an organization, especially in the working environment
• It reflects the desires of members in an organization to view any accidents and errors as learning opportunities
• It is quite durable, stationary, and resistant to change (Zhang, Wiegmann, von Thaden, Sharma, & Gibbons, 2004) Patient safety consists of the measures taken by healthcare organizations and healthcare professionals to prevent harm to their patients. More specifically, the main objectives of patient safety are to establish a system that will prevent the occurrence of any errors during the provision of services and protects patients from any harm arising from such errors (Tanrıkulu, 2010) .
Patient safety culture has an important role in the provision of safe healthcare services, and it is important that patient safety be adopted by all employees in the healthcare field (Fleming & Wentzell, 2008, p. 15) . Providing healthcare services without causing any harm to the patient is an utmost priority (Zhang et al., 2004) . Studies conducted in Turkey have revealed that patient safety culture has not been properly perceived, and there is no structured patient safety system in effect (Tanrıkulu, 2010) .
The establishment of patient safety culture begins with an evaluation of the current culture in a healthcare organization (Fleming & Wentzell, 2008, p. 15) . Such an assessment focuses on the perception and behavior of employees and managers in a healthcare organization in order to diagnose the areas that need to be improved and/or redeveloped (Nieva & Sorra, 2003, pp. 17-23) . Healthcare organizations may assess safety culture and use the results for the following purposes (Yardımcı, Başbakkal, Beytut, Muslu, & Ersun, 2014) :
• To define areas that need improvement Therefore, the purpose of this study is threefold. First, it identifies the perceptions of patient safety culture among healthcare professionals at two different hospitals (one public and one private) in Istanbul, Turkey. Second, it examines whether such perceptions differ according to the roles and sociocultural variables of the healthcare professionals. Third, it determines the main factors that influence an effective patient safety culture.
Method
This study was conducted on healthcare professionals employed by one public hospital and one private hospital in Istanbul, Turkey (n = 80) in 2014.
To determine if perceptions differ according to the roles and socio-cultural variables of healthcare professionals, two different surveys were used: the Hospital Survey on Patient Safety Culture (Agency for Healthcare Research and Quality, Improving patient safety in hospitals: A resource list for users of the AHRQ Hospital Survey on patient safety culture, 2014) and the Socio-demographic Survey. The Hospital Survey on Patient Safety Culture was developed in 2004 in the U.S. by the Agency for Healthcare Research and Quality to assess patient safety culture in hospitals. The validity and reliability of the survey in Turkey was verified by the research of Bodur and Filiz (2010) . This survey comprises 42 items and 12 sub-dimensions: overall perceptions of patient safety, frequency of events reported, teamwork across hospital units, handoffs and transitions, supervisor/manager expectations and actions promoting safety, organizational learning and continuous improvement, teamwork within units, communication openness, feedback and communication about errors, non-punitive response to errors, staffing, and management support for patient safety. In the evaluation of the data, the frequency, percentage, arithmetic mean, independent samples t-test, the one-way analysis of variance (ANOVA), and the Tukey HSD test were employed. The data were evaluated using SPSS 21.0 statistical software, and the significance was accepted as p < .05. It was found that 52.5% of the health professionals in this study were female, 37.5% had worked 6-10 years at their respective hospitals, 86.3% worked an average of 40-59 hours a week, 51.3% were nurses, 20% were physicians, 28.7% were technicians, 30% were in the 26-33 age group, 42.5% had an associate's degree, 55% worked at the public hospital, and 45% were employed by the private hospital (Table 1) . When we compared the healthcare professionals' mean scores of the Hospital Survey on Patient Safety Culture according to gender, there was a significant difference in the scores of the sub-dimension management support for patient safety (p < .05) ( Table 2 ). In addition, the scores of the sub-dimension management support for patient safety were significantly higher for the females than the males (Table 2) . (Table 3) . Moreover, the scores for this sub-dimension by those employed at the private hospital were significantly higher than those working at the public hospital (Table 3 ). No significant difference was found in the mean scores of the other sub-dimensions according to the type of hospital (p > .05) (Table 3 ). When comparing the healthcare professionals' mean scores on the Hospital Survey on Patient Safety Culture according to their professions, the scores for the sub-dimension feedback and communication about errors showed a significant difference (p < .05) (Table 4 ). In addition, the scores for this sub-dimension by the physicians were found to be significantly higher than those of the nurses (Table 4 ). No significant difference was found in the mean scores of the other sub-dimensions according to profession (p > .05) (Table 4 ). (Table 5 ). Table  5 shows that the handoffs and transitions scores of those who completed highschool were significantly higher than those with an associate degree, whereas the scores of those with a bachelor's degree were significantly higher than those with an associate's degree. Furthermore, the mean scores for the sub-dimension feedback and communication about errors by those with a postgraduate's degree were significantly higher than those with an associate's degree, whereas the scores for the same sub-dimension by those with a postgraduate's degree were significantly higher than those with a bachelor's degree (Table 5 ). No significant difference was found in the mean scores of the other sub-dimensions according to educational status (p > .05) (Table 5 ). Moreover, there was no significant difference in the sub-dimension scores according to age, the working years at the hospital, and the average weekly working hours (p > .05).
Results

Discussion and Conclusion
In the Hospital Survey on Patient Safety Culture, a significant difference was found in the sub-dimension communication openness according to the type of hospital in which the healthcare professionals were employed (p < .05) (Table 3) . For example, the scores of those employed at the private hospital were significantly higher than those working at the public hospital (Table 3) .
Simultaneously, a study conducted by Gündoğdu and Bahçecik (2012) revealed that there was a significant difference in the mean scores of the communication openness sub-dimension (p < .05). In the present study, no significant difference was observed among the other sub-dimensions in the Hospital Survey on Patient Safety Culture. In contrast, in the study conducted by Gündoğdu and Bahçecik (2012) , there was a significant difference in the mean scores of the following sub-dimensions according to the type of hospital: overall perceptions of patient safety, frequency of events reported, teamwork across hospital units, handoffs and transitions, supervisor/manager expectations and actions promoting safety, organizational learning and continuous improvement, teamwork within units, communication openness, feedback and communication about errors, non-punitive response to errors, staffing, and management support for patient safety.
In the present study, there was no significant difference in the sub-dimension scores of the Hospital Survey on Patient Safety Culture according to age. In compliance with the results of this study, other studies have revealed that patient safety culture does not change by age (Bognar et al., 2008; Yang, Wang, Chang, Guo, & Huang, 2009) .
In a study conducted by Teleş (2011) , there was no significant difference among the following patient safety culture sub-dimensions according to age (p > .05): teamwork in units, manager expectations and patient safety development activities, comprehensive perception of safety, communication and feedback on errors, keeping communication channels open, error reporting frequency, employee supply, and nonpunitive response to errors. However, there was a significant difference in the mean scores of organizational learning and continuous improvement, management support for patient safety, and teamwork across hospital units according to age (p < .05). A significant difference was also found in the sub-dimension organizational learning and continuous improvement among the 30 years or younger age group, the 31-40 age group, and the 41 years or older age group (p < .05). The 31-40 age group were shown to have a higher perception of organizational learning and continuous improvement compared with the 30 years or younger age group (p = .034). The members of the 41 years or older age group had a higher level of perception of organizational learning and continuous improvement compared with the 30 years or younger age group (p = .007). A significant difference was found among the 30 years or younger age group and the 31-40 age group in terms of management support for patient safety (p < .05). The members of the 31-40 age group were observed to have a higher perception of management support compared with the 30 years or younger age group (p = .034). In addition, a significant difference was found among the 30 years or younger age group, the 31-40 age group, and the 41 years or older age group in terms of teamwork across hospital units (p < .05). Furthermore, the members of the 31-40 age group were seen to have a higher perception of teamwork across hospital units compared with the 30 years or younger age group (p = .040). Finally, the members of the 41 years or older age group had a higher perception of teamwork across hospital units compared with the 30 years or younger age group (p = .018) (Teleş, 2011) .
In the present study, there was no significant difference in the sub-dimension scores of the Hospital Survey on Patient Safety Culture according to the working years at the hospital and the average weekly working hours (p > 0.05). In another study supporting this finding, no statistically significant difference was found in any of the 12 patient safety culture levels according to time of service at the hospital, time of employment in the profession, and weekly working hours (p > .05) (Gözlü, 2011) . Moreover, in other research studies, the patient safety culture level revealed no significant difference among healthcare professionals in terms of the time of employment in the healthcare organization (Dağdelen, 2014) .
There was a significant difference in the mean scores of the sub-dimension management support for patient safety according to gender in our study (p < .05) (Table 2) . However, the scores for management support for patient safety were found to be significantly higher for females compared with males (Table 2 ). In addition, we found that there was no significant difference according to gender in the other sub-dimensions of the Hospital Survey on Patient Safety Culture.
Simultaneously, other studies have revealed no significant difference among the sub-dimensions of patient safety culture according to gender (Çelen, Teke, & Cihangiroğlu, 2014; Teleş, 2011) .
In the present study, significant differences were found in the mean scores of the sub-dimension feedback and communication about errors according to profession (p < .05) (Table 4 ). For example, the scores of the physicians were significantly higher compared with the nurses (p = .005). No significant difference was found in the mean scores of overall perceptions of patient safety according to profession (p > .05) (Table 4 ). In contrast, Akın, Üçel, and Doğan (2010) reported that overall perceptions of patient safety was higher for nurses compared with physicians, whereas Koraşlı, Torun, and Yüzden (2010) reported a completely contrary result that the perception of physicians was higher than that of nurses.
There was a significant difference in the mean scores of the sub-dimension handoffs and transitions and feedback and communication about errors in our study (p < .05) (Table 5 ). Table 5 shows that the handoffs and transitions scores by those who completed high school were significantly higher than those with an associate's degree, whereas the scores of those with a bachelor's degree were significantly higher than those with an associate's degree. In addition, the mean scores of the sub-dimension feedback and communication about errors by those with a postgraduate degree were significantly higher than those with an associate's degree, whereas the scores of those with a postgraduate degree were significantly higher than those with a bachelor's degree (p < .05). No significant difference was found in the other sub-dimensions. Apart from these results, in a study conducted by Gündoğdu and Bahçecik (2012) on the patient safety culture perception of nurses, the mean score of the nurses with an associate's degree in the sub-dimension management support for patient safety were significantly higher than nurses with a bachelor's degree (p < .01) or those who were graduates of healthcare vocational schools. Finally, the mean scores of the sub-dimension frequency of events reported by the nurses who were graduates of healthcare vocational schools were significantly higher than those with an associate's degree (p <. 05), whereas the mean scores for supervisor/manager expectations and actions promoting safety by nurses with a postgraduate degree were significantly higher than those who were graduates of healthcare vocational schools (p < .01).
In another study conducted by Teleş (2011) on healthcare professionals' patient safety culture perception, there was no statistically significant difference among groups according to professional status, especially in terms of the following sub-dimensions: teamwork within units, organizational learning and continuous improvement, overall perceptions of patient safety, feedback and communication about errors, communication openness, frequency of events reported, staffing, and nonpunitive response to errors (p > .05). However, a statistically significant difference was observed between manager expectations and patient safety development activities, management support for patient safety, and teamwork among hospital units according to profession (p < .05). Moreover, a significant difference was found among nurses, physicians, and other healthcare professionals for manager expectations and patient safety development activities. For example, the physicians had a higher perception of manager expectations and patient safety development activities compared with the nurses (p = .004), whereas the other healthcare professionals had a higher perception of this sub-dimension compared with the nurses (p = .000). A significant difference was also found among other healthcare professionals compared with the groups of physicians and nurses in terms of management support for patient safety (p = .000). However, the other healthcare professionals also displayed a higher level of perception compared with that of the physicians in terms of management support for patient safety (p = .000). The perception of the other healthcare professionals was also higher at the level of management support for patient safety compared with the nurses (p = .000). In addition, there was a significant difference among the other healthcare professionals, the physicians, and the nurses in terms of teamwork among hospital units. Finally, the perception of the other health professionals with regard to teamwork among hospital units was higher compared with the physicians (p = .000), whereas the perception of the other health professionals for this subdimension was higher compared with the nurses (p = .000) (Teleş, 2011) .
In conclusion, managers must dedicate themselves to this particular subject to create a permanent and effective patient safety culture. Moreover, managers must declare that all concerned parties are dedicated to patient safety and that he/she should encourage open communication between health professionals and patients, delegate responsibilities to define and reduce the procedures that threaten patient safety, and ensure continuous training for all health professionals with regard to patient safety. Patient safety must also be considered as a vital part of a corporate culture, and managers should highlight any high-risk activities as well as create an environment in which medical errors can be reported without fear and hesitation. Furthermore, this environment must not unreasonably condemn those who commit errors. Through these approaches, hospitals and healthcare organizations can ensure the creation of viable solutions for high-risk applications, consider patient safety programs as a vital part of quality improvement, and ensure that the organization itself can provide the resources to support an effective patient safety culture.
